I am deeply honoured to have been invited to give the 18th lecture in memory of Dr Albert Wander, a lecture series devoted to the advancement of both the art and the science of general practice. Albert Wander, a philanthropist who held doctorates in both philosophy and science, himself exemplified both these perspectives. It is appropriate, therefore, in commemorating him, to bring to bear on the 'problems of general practice a learned discipline which has something of art in it, and something of science. I am referring to social anthropology, a discipline once referred to as 'the most scientific of the humanities, and the most humane of the sciences'. Anthropology is the study of man, of his social organization, rituals, religions, laws, languages, customs and world-view, It is particularly concerned with his culture, the inherited 'lens' of shared concepts through which he and others perceive, and make sense of, the world they live in, the feelings and behaviours that go with those perceptions, and the meanings that people give to all aspects of daily life, including health and illness. This lecture focuses on how patients interpret the origin, significance and meanings of their illness, and why they have recourse to non·medical forms of health care.
All these forms of non-medical care -and there are now many hundreds of them -can collectively be termed the Hidden Health Care System. In Britain, despite the National Health Service, it still provides the majority of health care in the community, with about 75% of abnormal symptoms being dealt with outside the formal health care system. The NHS general practitioner, the first medical port of call for the sick patient, sees only the tip of the 'iceberg of illness': he is visited by 20% (or less) of those with abnormal symptoms, while about 16% take no action, 63% self-medicate, and 1% go directly to hospital. Even of those who do arrive at the surgery door, the vast majority have already received advice or help elsewhere. And after the consultation, these networks of lay advice once again assert themselves, and often influence the level of non·complianceestimated at between 30% and 70%. In addition, up to 20% of patients do not even hand in their prescriptions to the pharmacist.
But even though the Hidden Health Care System is ubiquitous, and provides the majority of health care in Britain, surprisingly little is known about it and about why people choose the various options within it, why one set of symptoms are brought to the GP, but not another. Many of the beliefs and behaviours that underlie this non-medical care remain hidden from the busy GP (if not from the anthropologist), even though they exert a powerful influence on what patients expect, and how they act, before, during and after the consultation. Furthermore, these beliefs help shape the public image of the GP, and have contributed to its gradual fragmentation.
Lay health beliefs
Lay health beliefs differ in significant ways from those of the medical profession. In most human societies, concepts of ill-health are much broader, and cover a much wider area of the patient's life, than those of the medical model. 'Ill-health' can be defined' by patients as virtually any physical or psychological change, resulting from a very wide variety of causes. It may include physical symptoms such as pain, palpitations or dizziness, but also anger, fear, unhappiness, confusion, sadness, guilt, shame, a nightmare, an unusual dream, a feeling of envy, a feeling of being envied, a feeling of being ugly or of being unlucky, a feeling of having incurred divine wrath, and so on. Furthermore, they may explain these symptoms as arising from virtually any disruption in the smooth, predictable flow of everyday life -especially in their relationships with other people, the natural environment, or the deity that they worship. So that a disruption of any of these may be explained as causing the pain, the feelings of guilt, or any other subjective symptom.
Lay models of ill-health are complex and variable, often multicausal, and tend to change over time. The same severe headache, for example, may be explained by different individuals, or by the same individual on different occasions, as being caused by tiredness, or by a 'germ', a change in the weather, a row with a spouse, stress at work, or even by a curse laid upon him, by divine punishment, bad luck, or 'unlucky stars' -or by several of these causes at the same time. Often the cause of the symptom may be considered as important, or even more important, than the symptom itself. Thus many of these symptoms, their presentation, and their supposed causes, may seem puzzling, irrational or irrelevant to the doctor who cannot understand their internal logic or why they are important to patients.
A further issue in non-medical models is that the same range of causes may also be blamed for other misfortunes in the patient's life. Thus for some indio viduals, a severe illness, a lost wallet, a marital row, a burst pipe in the attic, a sudden financial loss -provided they all occur around the same time -may all be ascribed to the same cause, such as divine retribution, or a 'run of bad luck'. The doctor may secretly be expected to deal with all these manifestations of divine wrath, as well as the illness -to prescribe penitence, as well as penicillin. If he cannot do so the patient will go elsewhere.
Reactions to illness When people feel unwell, or suffer any severe, unexpected misfortune, they may ask themselves a number of questions to help make sense of the experience: What has happened? Why has it happened? Why to me? Why now? What would happen if nothing were done about it? What are its likely effects on me (and on my family, my friends, my work)? and What should I do about it, or to whom should I turn for further help? In some communities they may even ask: What have I done to deserve this? or Who has caused me to feel like this? The answers to these questions are influenced by people's cutural background, social class, education, personality, and prior experience. These, plus the cost and availability of all forms of health care, determine how people act, and whether they consult a doctor -or some member of the Hidden Health Care System.
Lay theories of aetiology are particularly important here: whether the symptom is thought to arise in the individual (his lifestyle, personality, behaviour, or inherited 'weakness'); the natural environment (draughts, cold, dampness, rain, heat, or 'germs'); the social world ('stress' with another person, or even witchcraft, sorcery, or 'Evil Eye'); in the supernatural world (gods, spirits, ancestral shades, 'fate' and 'bad luck'); or in combinations of these. For example, if a person thinks his severe infection is punishment for some sinful act, he may consult a priest as well as a doctor. If he thinks it is due to the malevolent power of another person (who has somehow weakened his 'resistance'), he may use talismans, spells, or consult a folk healer, priest, exorcist, or stress therapist -as well as taking antibiotics from a doctor. He may use two or more types of nonmedical healer in sequence, or at the same time, either before or after a consultation with a doctor.
In lay models of illness, therefore, the spectrum of possible 'symptoms', and their possible causes, is very wide -as is the spectrum of health advisers or healers willing to offer relief of those symptoms, and explanations for their origin. The GP is now only one type of specialized healer among the scores of other types of healer that are now available in the Hidden Health Care System, to relieve patients' symptoms, their distress, and their uncertainty. He -like them -offers the patient certain advantages, and also certain disadvantages, and it is important to know the limitations of both forms of health care.
Hidden Health Care System What, then, constitutes the Hidden Health Care System? Its most important manifestation is in the area of informal lay treatment -people treating themselves, or their family, or acting as 'over-the-fence physicians' to friends and neighbours. Based on their own experience of a significant life event, an illness, a treatment, or a diagnostic procedure, people act as sources of health advice for one another. But the main site of primary health care is the family itself, with mothers and grandmothers being the principal providers. In addition, self-medication is now twice as common in Britain as the use of prescribed medicines, and the hoarding and exchange of prescribed drugs are both very common. Information on how to self-medicate is based on inherited folklore, as well as advertisements, radio and television programmes, newspapers, home doctor books, and the health pages of women's magazines.
Journal of the Royal Society of Medicine Volume 80 December 1987 739 In addition, certain individuals who interact frequently with the public -such as medical receptionists, telephonists, home helps, milkmen, sales assistants, postal clerks, barmaids, bank managers, and hairdressers -may also act as informal health advisers, or lay psychotherapists. So may the local pharmacist, or chiropodist. Self-help groups -of which there are now over 300 types, with hundreds of thousands of members -are a growing sector of nonmedical care. They provide mutual support, counselling and information, as well as acting as important pressure groups. For some people, they offer an experience of communitas far different to anything the medical world could provide.
The Hidden Health Care System also includes thousands of non-medical healers who, although not officially sanctioned by the authorities, play an increasingly important role in lay health care. Like the self-help groups, they often cover a wider range of people's illness, distress and misfortunes, which many doctors (but not their patients) may consider irrelevant or unimportant. In 1980/81 it was estimated that there were 7800 full-or part-time professional alternative/complementary healers in Britain, and that their consultations lasted eight times longer than those of the average GP. They included 758 acupuncturists, 540 chiropracters, 303 herbalists, 360 homeopaths, 630 hypnotherapists, 800 osteopaths, and about 20000 people who practised spiritual healing. In addition, many of the Churches practise religious healing through prayer or layingon of hands, or through such groups as the Christian Fellowship of Healing, or the Churches' Council on Health and Healing. By contrast, one report has claimed that up to 90 000 people practise pagan 'magical healing' in Wicca, or 'white magic' groups.
At the more individualistic end of the spectrum, there are thousands of people acting as healers or lay counsellors, who interpret illness or misfortune in mystical or supernatural terms-often placing the origin of illness, and responsibility for it, onto forces outside the individual's control, such as 'stars', 'fate', or 'bad luck'. They include astrologers, clairvoyants, clairaudientes, gypsy seers, tarot card readers, mediums, and fortune-tellers.
Non-medical healers -like doctors -vary in their education, experience, expertise, and the degree to which they help or hinder their client's health. Some are influenced by the image, symbols, selfpresentation, jargon and techniques of the medical profession, and sometimes mimic these in their daily practice. Others are resolutely against medical science, its reductionism, its over-emphasis on high technology, and its power over the population. Members of this 'alternative health culture', which is growing rapidly in importance, often see medical science as essentially unnatural, impersonal, destructive, imbalanced, and unable to see the 'whole person' behind the disease.
Diversity of patient population
Whether anti-medical or quasi-medical, the range and diversity of health advisers, and healers, in the Hidden Health Care System mirror the range and diversity of beliefs about illness in the community. This diversity has many causes -including increased education, travel, the media, the growth or importation of different lifestyles, therapies or religions, as well as increased exposure to doctors, and the growth of the alternative health culture. But another factor is that the patient population, especially in urban areas, is no longer as homogeneous as it once was. Many GPs can now expect to have among their patients foreign tourists, students or businessmen; au pair girls, emigres, refugees, and immigrants (from both the Commonwealth and the EEC). Many of these people come from very different backgrounds from their GP, with different beliefs about illness and expectations of treatment. Furthermore, the GP may now encounter the followers of the new lifestyles or religions, many of whom are hostile to medical interventions. And finally, GPs are often separated from their patients by barriers of social class, education, and gender (most GPs are still male, while most consultations are with female patients).
Images of the GP For these reasons-the diversity of patients, the diversity of their health beliefs, and the diversity of available healers -there is no longer, in my view, a unitary image in the public mind of what constitutes 'The General Practitioner', and what to expect of him or her. The image has become blurred, and fragmented. GPs are now expected to be many people, to do many tasks, to understand more and more of the wishes of their patients. Some expect the GP to deal with a wider range of the patient's symptoms, others with a narrower range.
But what, then, are these new expectations or images projected onto the contemporary GP? First, he is now a sort of 'bank manager' -someone who helps raise capital, in the form of mortgages, insurance policies and claims, as well as state benefits or disability grants. He is also a sort of 'postal clerk' -a person through whom one sends messages that one is ill ( and deserving of sympathy) to your spouse, family or employer. He is a sort of pharmacist -merely a source of medicines (and for some people a tiresome intermediary on the path to self-medication). He is a beautician -someone to consult about one's spots, pimples, unsightly blemishes, or thinning hair. He is a scientist -representing the healing forces of medical science. He is a priest-a source of healing power, moral absolution, and explanations for the workings of divine will. He is a soldier -exhausted by his daily battle against germs and disease. He is a government representative -one of'them' -symbol of the power of the State, who can improve housing, get financial benefits, negotiate with other officials, or even confine one to a hospital against one's will. He is a marriage guidance counsellor, Samaritan or psychologist. He is a sort of folk healer -someone who understands the local dialect, idiom and folk culture, especially with regard to beliefs about health and iJlness. He is a sort of relative or family friend-privy to all the family's secrets, but never sharing his own with them. To many in the alternative health culture, he is a source of pollution, fragmentation, imbalance and unnaturalness. And finally -under all these roles -he is seen as a general practitioner, the 'local GP'.
Limitations of medical education
This diversity of health beliefs, patients' expectations and non-medical healers makes it important for GPs to understand the social and cultural dimensions of health and illness, especially in an age of increasing dissatisfaction, more litigation, more abuse, and increasing resort to non-medical health care. In my view, however, the medical education system does not prepare GPs to understand their patients' beliefs and expectations, to prepare them to be applied social scientists -as well as applied medical scientists. Much of medical school education, and experience in hospitals, leads to a subtle fragmentation of the patient -into different organs, cells, enzymes, systems and diseases -in the mind of the medical student or young doctor. Specialization, and the high status given to specialists, encourage him to know more and more about less and less -and thus less and less about more and more. The emphasis of his training will be on physiological data, which can be seen and measured with the aid of technology. This, plus the mind/body split inherent in medicine since the age of Descartes, means less emphasis on the hidden dimensions of patients' beliefs, expectations, fears, religions or world-views -none of which can be seen on the X-ray plate, or under the microscope. Seeing patients in hospital beds, or in outpatients clinics, strips them of their social and cultural contexts, and does not prepare the way for the reality of general practice; nor does the emphasis on diagnostic technology and the multiple tests now available, for they have heiped create, in the minds of some doctors, a new tier of 'patients' -the ECG strip, the CT scan, the X-ray plate, the blood test result. Unlike humans, these new 'patients' are easier to understand, to measure, and to control, stripped as they are of their personal and social context. Understanding patients with the aid of machines may make patients themselves seem more like machinesand that, too, is a lesson that the young GP must relearn as he enters practice. And finally, medical students are not trained to understand patients from backgrounds different from their own. For example, in 1986, a survey of 23 English medical schools published in Medical Education showed that 11 had no education at all in the cultural dimensions of ethnic minority health, while the 6 who did include some formal teaching devoted an average of only 3 hours to the subject over the entire medical course -despite the fact that up to 2 million British patients are of New Commonwealth origin.
Conclusions
It is thus now increasingly important -with a more educated, sophisticated, and heterogeneous patient population -that GPs understand not only how their patients interpret the meanings of their ill health and what their expectations are of treatment, but also where general practice fits in against the background of the Hidden Health Care System. This will require a revolution, or perhaps just a reformation, in the nature of medical education -training GPs as applied social scientists as well as applied medical scientists; training them to understand the role of social and cultural background in patients' perceptions of iJlness, and in the types of treatment -both medical and non-medical-that they choose to relieve their distress. GPs should understand the strengths, weaknesses, advantages, disadvantages and dangers of the Hidden Health Care System, and also of general practice itself. They will then recognize that general practice cannot deal with the whole spectrum of subjective ill-health and misfortune, and can then adapt their practices accordingly.
